Medical History
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Questionnaire
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Before you begin
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Please complete this form using BLOCK CAPITALS and BLACK INK.

It is important for your dentist to have your medical history and understand your health needs before any examination or treatment is carried out. If you are a new patient to the centre, please complete the following form for your first assessment. Medical information will be kept strictly confidential.
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Your personal details

Title (Mr, Mrs, Miss, Ms, other title)

First name(s) (please include all forenames in full)

Surname

Address

Postcode

	Date of birth
	D
	D
	M
	M
	Y
	Y
	
	Y
	
	Y
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	

	Home telephone number
	
	
	
	
	Work telephone number
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	Mobile telephone number
	
	
	
	
	Email address
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	Occupation
	
	
	
	
	Company name
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	How did you hear about us?
	
	
	
	
	
	
	
	
	
	
	
	

	Details of contact in case of emergency
	
	
	
	
	
	
	
	
	
	

	Name
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	Telephone
	
	
	
	
	
	
	
	
	
	
	
	

	Next of Kin
	
	
	
	
	
	
	
	
	
	
	
	

	Name
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	Telephone
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	Are you insured for any dental care?
	
	
	
	
	
	
	
	
	
	  Yes
	  No (optional)

	
	
	
	
	
	
	
	
	
	
	
	
	


If yes, under which insurer or plan?
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Medical History Questionnaire – Confidential

Please fill in this section carefully. It is important that your dentist has your full medical history. Please ask your dentist’s advice if you are unsure about any of the questions.


GP name


Telephone number


Address


	Postcode
	
	

	
	
	

	Have you been seen by your GP during the past year?
	Yes
	No

	
	
	

	Are you presently under medical care or taking any medication (tablets, medicines or drugs)?
	Yes
	No

	If yes, please list:
	
	

	
	
	

	Are you taking or have you taken steroids in the last two years?
	Yes
	No

	
	
	

	Have you ever had a prolonged illness or been hospitalised?
	Yes
	No

	
	
	

	Have you had any major/serious operations or radiation therapy?
	Yes
	No



Do you have or have you had any of the following?

	Rheumatic fever
	Yes
	No
	High blood
	Yes
	No
	Diabetes –
	Yes
	
	No

	
	
	
	
	pressure
	
	
	low blood sugar
	
	
	

	
	
	
	
	
	
	
	
	
	

	Congenital heart
	Yes
	No
	Low blood
	Yes
	No
	Hiatus hernia/
	Yes
	
	No

	lesion/cardiac
	
	
	
	pressure
	
	
	stomach trouble
	
	
	

	pacemaker
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	Heart attack/
	Yes
	No
	Jaundice,
	Yes
	No
	Asthma or
	Yes
	
	No

	angina/stroke
	
	
	
	hepatitis,
	
	
	hay fever
	
	
	

	
	
	
	
	liver disease
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	Heart murmur
	Yes
	No
	HIV/AIDS
	Yes
	No
	Epilepsy
	Yes
	
	No

	
	
	
	
	
	
	
	
	
	

	Bone or joint
	Yes
	No
	
	
	
	
	
	
	

	disease
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Do you have or have you had any contact with Hepatitis or HIV/AIDS carriers which is likely to put
	Yes
	
	No

	you at risk from either of these viruses?
	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Did you as a child or since have brain surgery, growth hormone treatment before the mid-1980’s or
	Yes
	
	No

	have a close relative with CJD?
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	Have you ever had any ill effects following dental treatment?
	
	
	
	Yes
	
	No

	
	
	
	
	
	
	
	
	

	Have you or any relation had any severe prolonged bleeding problems?
	
	
	Yes
	
	No

	
	
	
	
	
	
	
	

	Have you any allergies to medicines ie penicillin, substances or materials (latex/rubber)?
	
	Yes
	
	No

	
	
	
	
	
	
	
	
	

	Have you had any ill effects from any other antibiotic?
	
	
	
	Yes
	
	No

	
	
	
	
	
	
	
	
	

	Have you had any ill effects from local anaesthetic?
	
	
	
	Yes
	
	No

	
	
	
	
	
	
	
	
	

	Have you ever had any ill effects from aspirin?
	
	
	
	Yes
	
	No

	
	
	
	
	
	
	

	Do you smoke any tobacco products or chew tobacco, pan/betel nut or other similar products?
	Yes
	
	No

	If yes, how many a day?
	
	
	cigarettes
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	

	Have you previously smoked?
	
	
	
	
	
	Yes
	
	No

	
	
	
	
	
	
	
	
	
	
	

	Do you drink alcohol?
	
	
	
	
	
	Yes
	
	No

	
	
	
	
	
	
	
	
	



	If yes, approximately how many units per week? 
	
	units
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Applicable to women only
	
	
	
	

	
	
	
	
	
	

	Are you pregnant or is it possible you may be pregnant?
	
	Yes
	
	No

	
	
	
	
	

	Are you taking contraceptive pill? Certain medication may compromise its effectiveness.
	Yes
	
	No

	
	
	
	
	

	Is there any other information about your medical history which may be important? If so, please list below.
	Yes
	
	No
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Dental History

What prompted you to seek dental care at this time?

How long is it since your last thorough dental examination with X-rays?

	What words best describe your past dental experiences?
	
	

	Caring
	Relaxed
	Modern
	Painful

	
	
	
	

	Stressful
	Sympathetic
	Rushed
	Good value

	
	
	
	

	Uncomfortable
	High-tech
	Old fashioned
	No choice


	Has the fear of discomfort kept you from regular visits?
	
	
	
	Yes
	No

	
	
	
	
	

	Have you experienced any discomfort in your teeth recently?
	
	
	Yes
	No

	
	
	
	
	

	Are you aware of any grinding or clenching of your teeth?
	
	
	Yes
	No

	
	
	
	
	
	

	Do your jaw joints ever hurt or click?
	
	
	
	Yes
	No

	
	
	
	

	Do you suffer from headaches or migraine pains in your face or your ear?
	
	Yes
	No

	
	
	
	
	
	

	Do your gums bleed easily, feel tender or irritated?
	
	
	
	Yes
	No

	
	
	
	
	
	

	Are you troubled with bad breath or a bad taste?
	
	
	
	Yes
	No

	
	
	
	
	
	

	Would you like to know more about?
	
	
	
	
	

	Teeth whitening
	Yes
	No
	Teeth straightening
	Yes
	No

	
	
	
	
	
	

	Replacing missing teeth
	Yes
	No
	Softening lines/
	Yes
	No

	
	
	
	wrinkle reduction
	
	

	
	
	
	
	
	



I understand a minimum of 24 hours notice must be given to change or cancel an appointment. A cancellation fee of 50 percent of your treatment cost will apply if changes are made with less than 24 hours notice.


Patient signature

D  D  M M  Y  Y  Y
Y

Dental signature

D  D  M M  Y  Y  Y
Y

I am happy to be contacted about other Bupa offers, exclusive discounts, and products and services. Bupa will not pass on your personal details for other organisations to use. [image: image1.jpg]
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Confidentiality and Data Protection Statement

Confidentiality: The confidentiality of patient and member information is of paramount concern to the companies in the Bupa group. To this end, we comply with data protection legislation and medical confidentiality guidelines. Bupa sometimes uses third parties to process data on its behalf. Such processing, which may be outside of the European Economic Area, is subject to contractual restrictions with regard to confidentiality and security, in addition to the obligations imposed by the Data Protection Act.

Medical information: Medical information will be kept confidential. It will only be disclosed to those involved with your treatment or care.

Audit of medical and billing information: When we process claims or investigate complaints on your behalf, Bupa may request and obtain further details from your treatment provider. The information may be sought either at the time of processing or subsequently, for the purposes of ensuring the accuracy of information and the quality of treatment and care. You confirm that you consent to Bupa obtaining medical and billing information from your treatment provider relating to claims or complaints you may make.

Member details: All membership documents and confirmation of how we have dealt with any claim you may make will be sent to the main member. Your membership and contact details may be shared by the companies in the Bupa Group to enable us to manage our relationship with you as a Bupa customer and update and improve our records. Depending on how your cover or policy has been funded or introduced, Bupa may share information with your employer and/or an appointed intermediary, solely for scheme administration purposes. Bupa does not make the names, addresses and other contact details of our members available to any other organisations to use for their own purposes.

Telephone calls: In the interest of continuously improving our services to members, calls may be recorded and may be monitored.

Research: Anonymised or aggregated data may be used by us, or disclosed to others, for research or statistical purposes. Fraud: Information may be disclosed to others with a view to detecting and/or preventing fraudulent or improper claims.

Keeping you informed: The Bupa group would, on occasion, like to keep you informed of the Bupa Group’s products and services that we consider may be of interest to you. If you do not wish to receive information about our products and services, or have any other data protection queries, please write to: Bupa UK Information Governance Team, 4 Pine Trees, Chertsey Lane, Staines-upon-Thames, TW18 3DZ or contact us via email at: DataProtection@bupa.com


Complaints procedure

We are always pleased to hear about aspects of our service that you have particularly appreciated. We also want to hear about any problems you have experienced so that we can deal with them and improve our service for the future. If you have a complaint about any aspect of our service, we would like to address this straight away. If possible, please speak to a member of staff at the centre. All centres have a complaints handler who has had specific training. Or you may prefer to talk to the centre manager.

If we cannot satisfactorily resolve your concerns there and then, you may wish to make a complaint by telephone or in writing. Please call or write to the centre manager. Our centre addresses can be found on bupa.co.uk/dentalservices or call

0345 600 4779*.

We will aim to give you a written acknowledgement of your complaint within one working day of receipt. A full response will be made within 20 working days. All complaints are dealt with confidentially and impartially.

If required, your complaint will be referred to the regional manager and may be escalated to the managing director. We keep a record of every complaint and look at how many we receive and the reasons why. We use this information along with our customer surveys to help make sure we continually improve the service we provide. This procedure does not affect your legal rights.

If we are not able to resolve your complaint to your satisfaction The General Dental Council (organisation that regulates dental professionals in the UK) provides a free and impartial service. If you have a complaint about the private dental care you’ve received, please write to: Dental Complaints Service, Stephenson House, 2 Cherry Orchard Road, Croydon, CR0 6BA or visit: gdc-uk.org


*We may record or monitor our calls

Bupa Dental Services Limited. Registered office: Bupa House, 15-19 Bloomsbury Way, London WC1A 2BA. Registered No. 00479557.
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